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Abstract

Terbinafine is an antifungal agent used in the
treatment of hair, nail, and skin dermatophyte
infections. Skin side effects to terbinafine are not
common. Lichenoid drug eruption is a medication-
lesion
morphology and pathology mimic lichen planus. A
woman with onychomycosis developed a lichenoid
drug eruption one week after starting terbinafine.
The features of her dermatosis and the characteristics
of two additional men who also experienced
terbinafine-induced lichenoid drug eruption are
discussed. They were receiving a daily terbinafine
250mg to treat
onychomycosis or tinea cruris. The lichenoid drug
eruption presented as diffuse or symmetric lesions
within one to two weeks after starting terbinafine
treatment. The extremities, chest, abdomen, and/or
trunk were common sites. Less frequent locations
were the lips, nails, palms, soles, and suprapubic
region; lesions did not occur on the oral or genital
mucosa. The eruption resolved after discontinuation
of the medication (with or without treatment using
topical corticosteroids, systemic corticosteroids, or
more frequently occurring
terbinafine-associated cutaneous adverse events
(such as urticaria, erythematous eruptions, pruritus,
pustulosis,
lupus erythematosus, and

related adverse cutaneous event; the

dosage of either 125mg or

both). In addition,

acute generalized exanthematous
subacute cutaneous

papulosquamous conditions) are reviewed.

Keywords: adverse cutaneous, drug, effect, event, fungal,
lichenoid, reaction, side, skin, terbinafine

Introduction

Terbinafine, an allylamine, is an antifungal agent
used for the management of onychomycosis [1-13].
A lichenoid drug eruption, also referred to as a lichen
planus-like eruption, can present with similar
features that are observed in patients with idiopathic
lichen planus [14-18]. A woman who developed a
lichenoid drug reaction to terbinafine is described
and terbinafine-associated adverse cutaneous
events are reviewed.

Case Synopsis

A 68-year-old woman presented to her primary care
physician with dystrophy of her toenails. Therapy
was initiated with oral terbinafine at a dosage of
250mg daily. She began to develop an itchy rash on
her lower abdomen and groin areas after the seventh
day of treatment; however, she continued to take the
medication for an additional seven days. The rash
continued to spread to her chest after she
discontinued the terbinafine. One week after
stopping the terbinafine she presented for
evaluation of her skin. Cutaneous examination
showed pruritic erythematous scaly plaques on her
chest, abdomen, and suprapubic region (Figure 1).
Skin biopsies of lesions on her right chest and right
abdomen were performed.

Microscopic examination of both biopsies had
similar pathologic changes (Figure 2). The epidermis
shows compact hyperkeratosis, acanthosis and
hypergranulosis; there are also focal areas of
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Figure 1. A-C). Distant (A) and closer (B, C) views of terbinafine-
induced lichenoid drug eruption. Symmetrically distributed
pruritic erythematous scaly plaques on the chest (A, B) and
abdomen (A, C) of a 68-year-old woman that appeared one week
after initiating terbinafine therapy (at a daily dosage of 250mg) to
treat onychomycosis.

spongiosis, scattered necrotic keratinocytes, and
vacuolar alteration of the basal layer. In the upper
dermis, there is not only an interface dermatitis with
a band-like infiltration of lymphocytes and
histiocytes, but also perivascular inflammation and
extravasated erythrocytes; in addition, there are
numerous eosinophils. The pathologic changes are
those of a lichenoid dermatitis. The presence of
abundant eosinophils is consistent with the
possibility of a drug-related etiology. Correlation of
the clinical history, the lesion morphology, and the
pathologic changes establish the diagnosis of
terbinafine-induced lichenoid drug eruption.

Terbinafine had already been discontinued a week
earlier. However, the patient was still developing
new symptomatic lesions. Management included
systemic prednisone (60mg daily for six days,

Figure 2. A, B). Distant (A) and closer (B) views of microscopic
features of terbinafine-induced lichenoid drug eruption. There is
compact hyperkeratosis and hypergranulosis. There are focal areas
of spongiosis in the lower layers of the acanthotic epidermis.
Vacuolar alteration of the epidermal basal layer is also present. A
band-like infiltrate of lymphocytes, histiocytes and numerous

eosinophils fill the papillary dermis; in addition, there is
perivascular inflammation in the upper dermis. H&E, A) 10%; B)
20x.
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followed by 40mg daily for four days, followed by
20mg daily for two days) and topical betamethasone
dipropionate 0.05% cream three times daily to the
lesions. The patient returned two weeks later; the
pruritus had resolved and her skin lesions had
completely cleared. She decided not to treat her
onychomycosis. There was no recurrence of the
dermatosis at follow-up examination two months
later.

Case Discussion

Terbinafine interferes with fungal cell membrane
ergosterol biosynthesis by selectively inhibiting the
fungal enzyme squalene epoxidase [1-13]. Systemic
dosing of the drug is a mainstay treatment of fungal
nail infection and dermatophytic hair and skin
infections [1-13].  Gastrointestinal ~ symptoms
(nausea, diarrhea, dyspepsia and abdominal pain)
and headaches are the main adverse events
associated with terbinafine [1-13]. However, a
unique terbinafine-related side effect is taste
disturbance [19-22].

Adverse cutaneous events to terbinafine have been
observed in approximately two percent of patients
(Box 1), [23-67]. The most common skin side effects
include urticaria, erythematous dermatoses, and
pruritus [13, 29, 36, 50]. However, albeit uncommon,
life threatening conditions such as Stevens-Johnson
syndrome and toxic epidermal necrolysis have been
reported [35, 57, 66].

Acute generalized exanthematous pustulosis is an
uncommon cutaneous drug reaction characterized
by the acute onset of widespread small nonfollicular
intraepidermal or subcorneal sterile pustules arising
on edematous and erythematous skin. The patients
typically also have pruritus, fever, and neutrophilia.
This dermatosis has been associated with several
antibiotics such as ampicillin, amoxicillin, macrolides,
quinolones, and sulfonamides. Acute generalized
exanthematous pustulosis usually resolves either
spontaneously or with corticosteroid therapy within
two weeks of discontinuing the causative drug [23].

Acute generalized exanthematous pustulosis has
been described in at least 27 terbinafine-treated
patients; the male to female ratio is 1:1 [23-28]. The

Box 1. Cutaneous adverse events associated with terbinafine.

Acute generalized exanthematous pustulosis [23-28]

Alopecia areata [29]

Dermatitis-exacerbation [30]

Dermatomyositis [31, 32]

Desquamation [33]

Erythema annulare-like psoriatic drug eruption [34]

Erythema multiforme [35-39]

Erythema nodosum [40]

Erythematous eruption [29]

Erythroderma [36]°

Fixed drug eruption [41]

Gray facial hyperpigmentation [42]°

Hairloss [29]

Hypersensitivity syndrome [43]

Lichenoid drug eruption [44, 45, current report]

Pityriasis rosea-like eruption [36, 46]

Pruritus [29]

Psoriasis—de novo or exacerbation [26, 28, 36, 47-49]

Rash [50]

Rowell syndrome [51-54]¢

Skin eruption-mild [55]

Skin rash-severe [56]

Stevens-Johnson syndrome [57]

Subacute cutaneous lupus erythematosus [58-61]

Symmetric drug-related intertriginous and flexural exanthema
[62-64]¢

Systemic lupus erythematosus [57, 65]

Toxic epidermal necrolysis [35, 66]

Urticaria [36, 50, 67]¢

9A 56-year-old woman developed generalized pruritic erythroderma on
day 27 after starting terbinafine; she was treated with oral prednisone
and severe desquamation occurred. The erythroderma and
desquamation resolved over two weeks; however, she developed biopsy-
proven warts and seborrheic keratoses all over her body.

bA 65-year-old man developed gray-brown macula on his face beginning
four weeks after starting terbinafine for onlychomycosis. Melanin
localized within macrophages in both the upper and lower dermis was
found on microscopic examination of the biopsy.

‘Rowell syndrome, described in 1963, is characterized by lupus
erythematosus with erythema multiforme-like lesions and specific
immunological abnormalities: a positive rheumatoid factor, a speckled
antinuclear antibody and precipitating antibodies to saline extract of
human tissue (anti-SjT). Subsequently, in 2000, major (clinical features of
a lupus erythematosus subtype, erythema multiforme-like lesions, and a
speckled pattern of antinuclear antibody) and minor [chilblains, anti-
Sjogren syndrome antigen A (SS-A; also referred to as Ro) and anti-
Sjogren syndrome antigen B (SS-B; also referred to as La) antibodies, and
a positive rheumatoid factor]; all three major criteria and at least one of
the minor criteria are necessary to establish the diagnosis of RS.

4 Symmetric drug-related intertriginous and flexural exanthema (SDRIFE)
is also referred to as the non-contact allergic drug-induced variant of
baboon syndrome; the latter is a descriptive term that has been used
when a patient develops erythematous buttocks similar in appearance to
those of a baboon. SDRIFE has most commonly been associated with
antibiotics such as penicillins and beta-lactams.

eThis includes a 25-year-old woman in whom phototesting confirmed
ultraviolet B-sensitive urticarial reaction that occurred within minutes
after sun exposure while she was taking terbinafine for onychomycosis.
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onset age ranged from 20 to 74 years (median, 57
years). The latency period between starting
terbinafine and the onset of acute generalized
exanthematous pustulosis ranged from one day to
44 days (median 9 days), [23].

Terbinafine can also be associated with the new
onset or flaring of connective tissue disorders. The
drug can cause or flare dermatomyositis [31, 32]. In
addition, terbinafine is one of the more frequent
culprits of drug-induced subacute cutaneous lupus
erythematosus [58-61]. It has also been associated
with the exacerbation of systemic lupus
erythematosus [57, 65] and Rowell syndrome [51-54].

Several papulosquamous conditions can also be
induced by terbinafine. Psoriasis can be exacerbated
or initially present following treatment with
terbinafine [26, 28, 36, 47-49]. In addition, terbinafine
can flare dermatitis [30] or result in a pityriasis rosea-
like eruption [36, 46].

Lichenoid drug eruption morphologically and
pathologically mimics lichen planus. In contrast to
lichen planus, lichenoid drug eruption is more likely
to be symmetric with photodistributed lesions that
are larger and more psoriasiform without Wickham
striae or oral mucosa involvement. In addition,
eosinophils may be an accompanying histologic
feature. Several medications have been associated
with lichenoid drug eruption. However, this
cutaneous adverse event is an uncommon
occurrence in patients receiving terbinafine [14-18].

Including the reported patient, to the best of our
understanding, only three individuals with a
lichenoid eruption related to terbinafine have been
described (Table 1), [44, 45]. Two are men and one is
awoman. Theyrangein age from 22 years to 73 years
(median, 68 years).

The conditions being treated with terbinafine were
either tinea ungium (2 patients) or tinea cruris (1
man). The 73-year-old man with onychomycosis was
being treated with 125mg of terbinafine daily. In
contrast, the other two patients were receiving
250mg of terbinafine daily. Both patients being
treated with the higher dosage of terbinafine
experienced pruritus. The other individual did not
have any itching. The onset of lichenoid drug

eruption after starting terbinafine ranged from one
week (the 68-year-old woman) to two weeks (both
men). The skin lesions were symmetrically
distributed in the woman and the older man. In
contrast, they were diffusely located on the 22-year-
old man and appeared as lichenoid papules initially
on his trunk. Subsequently, they spread to involve his
arms and legs, palms and soles, lip, and thumb nails.

The skin lesions appeared as violaceous and/or
erythematous scaly plaques on the two older
patients. They presented on the abdomen and
suprapubic region in the woman and spread to also
affect her chest. The plaques started on the legs of
the older man and then spread to his trunk and arms.
For all patients with lichenoid drug eruption, none
had lesions that affected the oral or genital mucosa.
Also, none of the lesion demonstrated Wickham
striae. All patients had biopsies of their skin lesions to
confirm the diagnosis of terbinafine-induced
lichenoid drug eruption.

The initial management for patients with
terbinafine-induced lichenoid drug eruption was
discontinuation of the medication. The skin lesions
promptly resolved after stopping the terbinafine in
the older man. Surprisingly, his lichenoid drug
eruption did not recur on repeat challenge with the
drug. The younger patients were treated with
corticosteroid after stopping the terbinafine. The
woman received oral prednisone and topical
betamethasone dipropionate. The younger man
received systemic prednisolone, oral antihistamines,
and topical tacrolimus 0.1% cream. The reported
woman’s pruritus and skin lesions both resolved
within two weeks and did not recur. The younger
man’s symptoms and skin lesions completely
resolved within 8 weeks. His nail changes cleared
after 12 weeks of treatment.

Conclusion

Cutaneous adverse events related to terbinafine are
not common; however, they do occasionally occur.
In addition to urticaria, erythematous eruptions, and
pruritus, terbinafine-induced acute generalized
exanthematous pustulosis, subacute cutaneous
lupus  erythematosus, and papulosquamous
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Table 1. Characteristics of patients with terbinafine-induced lichenoid drug eruption.

A  Tbf
C G Dosa Cond On Pr Morph Loc Mi Bx Tx Response Ref
Ext,
2 Diffuse, Lip, FS>II3n’e 8 wk
12 250 TCC 2 + | Lichenoid P&S, = + ! & 44
M Tac, b
papules TN, 12 wk
Ah
Tr
Symmetric,
Abd, SD,
2 8 a50  quc 1 4 Evthmtous o _ + Pred, | 2wk CR
W scaly
Sp Beta
plaques
Symmetric,
73 Erythmtous Arm,
3e M 125 TUN 2 — | violaceous Leg, = + SD PRf 45
scaly Tr
plaques

Abbreviations: A, age (years); Abd, abdomen; Ah, antihistamine; Beta, betamethasone dipropionate 0.05% cream thrice daily for two wk; Bx, biopsy
confirmation—hematoxylin and eosin stained sections--of LDE; C, case; Ch, chest; Cond, condition being treated with tbf; CR, current report; Dosa,
dosage (mg per day); Erythmtous, erythematous; Ext, extremities; G, gender; KOH, potassium hydroxide; LDE, lichenoid drug eruption; Loc, location of
skin lesions; M, man;mg, milligrams; MI, mucosal (roal and genital) involvement; Morph, morphology of LDE skin lesions; LTT, lymphocyte transformation
test; On, onset of lichenoid drug eruption after starting terbinafine (weeks); Plne, prednisolone (30mg per day, duration not stated); Pr, pruritus; PR,
prompt resolution of LDE after stopping tbf; Pred, prednisone (60mg for 6 days, then 40mg for four days, and then 20mg for two days); P&S, palms and
soles; Ref, reference; Response, response to tx; SD, stop drug; Sp, suprapubic; Tac, tacrolimus 0.1% cream once daily; duration not stated); Tbf, terbinafine;
TCG, tinea cruris confirmed by KOH-positive skin fungal microscopic test; TN, thumb nail; Tr, trunk; TUC, tinea unguim confirmed by periodic acid-Schiff
stain-positive right great toenail clipping and Trichophyton rubrum positive nail plate culture; TUN, tinea unguim not confirmed by objective testing; Tx,
treatment; W, woman; wk, weeks; +, present; -, absent; & and.

9The patient has a 15 year history of untreated vitiligo. He presented with KOH-positive tinea cruris and started on terbinafine. An itchy papular eruption
appeared on his trunk two weeks after starting terbinafine; during the next three weeks, the skin lesions spread to his exrtremities, palms and soles, lips
and thumb nails. He presented three weeks later (still on daily terbinafine) for evaluation.

bAfter 8 weeks of treatment, the lesion on his body and lips completely cleared; after 12 weeks of treatment, the nail changes disappeared.

The rash began on her abdomen one week after starting terbinafine. She continued to take the medication daily for another 7 days and the rash spread
to her chest and suprapubic area. She was seen for evaluation one week after stopping terbinafine; the rash persisted and new lesions were appearing.
4Her pruritus and dermatosis both resolved prior to her two week follow-up visit; there was no recurrence at two months follow-up.

€The rash appeared on his legs 5 weeks after starting ticlopidine hydrochloride (200mg per day) and two weeks after starting terbinafine (125mg per day).
He was seen three months after the onset of the rash; the skin lesions had spread to his trunk and arms. He stopped the ticlopidine hydrochloride and the
rash continued for the next two weeks; he then stopped the terbinafine and the skin lesions promptly resolved. The LTT was positive for terbinafine and
negative for ticlopidine hydrochloride.

fOne month after stopping terbinafine, an oral challenge test to the patient was performed with terbinafine 125mg daily for 7 days; there was no
significant cutaneous adverse event and the LTT to terbinafine was negative. He was also challenged to ticlopidine hydrochloride; no skin side effects
occurred and the LTT was also negative. The investigators speculated that, in this patient, tolerance to terbinafine might have been induced.

conditions have been observed. Terbinafine- suprapubic region were less frequent sites; no

associated lichenoid drug eruption is a rare skin side
effect that has only been observed in three
individuals: two men and one woman. They were
being treated with terbinafine at a daily dosage of
either 125mg (1 man) or 250mg (2 patients) for tinea
cruris (1 man) or onychomycosis (2 patients). The
lichenoid drug eruption appeared as diffuse (1 man)
or symmetric (2 patients) lesions most commonly on
the extremities, chest, abdomen, and/or trunk within
one to two weeks after starting treatment with
terbinafine. The lips, nails, palms, soles, and

lesions occurred on the oral or genital mucosa. The
eruption resolved after discontinuation of the
medication (with or without treatment using topical
corticosteroids, systemic corticosteroids, or both).

Potential conflicts of interest

Dr. Cohenis a paid consultant for ParaPRO; however,
this activity has no influence as a potential conflict of
interest with regards to the manuscript. The
remaining authors have no interests to report.



Dermatology Online Journal || Case Report

Volume 26 Number 7| Jul 2020
26(7):4

References

1.

10.

11.

12.

13.

14.

15.

16.

17.

18.

19.

20.

21.

Darkes MJ, Scott LJ, Goa KL. Terbinafine: a review of its use in
onychomycosis in adults. Am J Clin Dermatol. 2003;4:39-65. [PMID:
12477372].

Cribier BJ, Bakshi R. Terbinafine in the treatment of
onychomycosis: a review of its efficacy in high-risk populations
and in patients with nondermatophyte infections. Br J Dermatol.
2004;150:414-420. [PMID: 15030322].

Kirshnan-Natesan S. Terbinafine: a pharmacological and clinical
review. Expert Opin Pharmacother. 2009;10:2723-2733. [PMID:
19874252].

Gianni C. Update on antifungal therapy with terbinafine. G Ital
Dermatol Venereol. 2010;145:415-425. G Ital Dermatol Venereol.
2010;145:415-424. [PMID: 20461049].

Hay RJ. Therapeutic potential of terbinafine in subcutaneous and
systemic mycoses. Br J Dermatol. 1999;141(Suppl 56):36-40.
[PMID: 10730913].

McClerllan KJ, Wiseman LR, Markman A. Terbinafine. An update of
its use in superficial mycoses. Drugs. 1999;58:179-202. [PMID:
10439936].

Maxfield L, Preuss CV, Bermudez R. Terbinafine. StatPearls
[Internet]. Treasure Island (FL): StatPearls Publishing. 2019-2019
Aug 12. [PMID: 31424802].

Revanjkar SG, Nailor MD, Sobel JD. Use of terbinafine in rare and
refractory mycoses. Future Microbiol. 2008;3:9-17. [PMID:
18230029].

Perez A. Terbinafine: broad new spectrum of indications in several
subcutaneous and systemic and parasitic diseases. Mycoses.
1999;42(Suppl 2):111-114. [PMID: 10865916].

Jain S, Sehgal VN. Terbinafine, a unique oral antifungal: current
perceptions. Int J Dermatol. 2000;39:412-423. [PMID: 10944085].
DeDoncker P. Itraconazole and terbinafine in perspective: from
petri dish to patient. J Eur Acad Dermatol Venereol. 1999;12(Suppl
1):510-S16. [PMID: 10509936].

Gupta AK, Shear NH. Terbinafine: an update. J Am Acad Dermatol.
1997,37:979-988. [PMID: 9418768].

Amichai B, Grunwald MH. Adverse drug reactions of the new oral
antifungal agents—terbinafine, fluconazole, and itraconazole. Int
JDermatol. 1998;37:410-415. [PMID: 9646122].

Turk BG, Gunaydin A, Ertam |, Ozturk G. Adverse cutaneous drug
reactions among hospitalized patients: five year surveillance.
Cutan Ocul Toxicol. 2013;32:41-45. [PMID: 22812902].

Halevy S, Shai A. Lichenoid drug eruptions. J Am Acad Dermatol.
1983;29:249-255. [PMID: 8335745].

Wintroub BU, Stern R. Cutaneous drug reactions: pathogenesis
and clinical classification. J Am Acad Dermatol. 1985;13:167-179.
[PMID: 2931455].

Sehgal VN, Srivastava G, Sharma S, Sehgal S, Verma P. Lichenoid
tissue reaction/interface dermatites: recognition, classification,
etiology, and clinicopathological overtones. Indian J Dermatol
Venereol Leprol. 2011;77:418-430. [PMID: 21727689].

Almeyda J, Levantine A. Drug reactions. XVI. Lichenoid drug
eruptions. BrJ Dermatol. 1971;85:604-607. [PMID: 4259599].

Hall M, Monka C, Krupp P, O'Sullivan D. Safety of oral terbinafine:
results of a postmarketing surveillance study in 25,884 patients.
Arch Dermatol. 1997;133:1213-1219. [PMID: 9382559].

O’Sullivan DP, Needham CA, Bangs A, Atkin K, Kendall FD.
Postmarketing surveillance of oral terbinafine in the UK: report of
a large cohort study. BrJ Clin Pharmacol. 1996;42:559-565. [PMID:
8951186].

Stricker BH, Van Riemsdijk MM, Sturkenboom MC, Ottervanger JP,
Taste loss to terbinafine: a case-control study of potential risk

22

23.

24,

25.

26.

27.

28.

29.

30.

31.

32.

33.

34.

35.

36.

37.

38.

39.

40.

factors. BrJ Clin Pharmacol. 1996;42:313-318. [PMID: 8877021].
Lemont H, Sabo M. Terbinafine-associated taste distubance with
normal taste threshold scores. J Am Podiatr Med Assoc.
2001;91:540-541. [PMID: 11734612].

Ross CL, Shevchenko A, Mollanazar NK, Hsu S, Motaparthi K. Acute
generalized exanthematous pustulosis due to terbinafine.
Dermatol Ther. 2018;31:e12617. [PMID: 29786933].

Taberner R, Puig L, Gilaberte M, Alomar A. Acute generalized
exanthematous pustulosis induced by terbinafine. Eur J Dermatol.
2003;13:313-314. [PMID: 128050001.

Rubegni P, Mandato F, Sbano P, Fimiani M. Terbinafine-induced
acute generalized exanthematous pustulosis. G ltal Dermatol
Venereol. 2008;143:151-155. [PMID: 18833041].

Yasuno S, Yamaguchi M, Tanaka A, et al. Case of generalized
pustular psoriasis that might have progressed from terbinafine-
induced acute generalized exanthematous pustulosis. J Dermatol.
2018;45:e328-e329. [PMID: 29766566].

Beltraminelli HS, Lerch M, Arnold A, Bircher AJ, Haeusermann P.
Acute generalized exanthematous pustulosis induced by the
antifungal terbinafine: case report and review of the literature. Br
JDermatol. 2005;152:780-783. [PMID: 15840114].

Ozturk G, Turk BG, Karaca N, et al. Generalized pustular eruption
due to terbinafine. Cutan Ocul Toxicol. 2012;31:81-84. [PMID:
21888496].

Finlay AY. Global overview of Lamisil.
1994;130(Suppl 43):1-3. [PMID: 8186133].

van der Schroeff JG, Cirkel PK, Crijns MB, et al. A randomized
treatment  duration-finding  study of terbinafine in
onychomycosis. Br J Dermatol. 1992;126(Suppl 39):36-39. [PMID:
15319271

Nikkels AF, Nikkels-Tassoudji N, Pierard GE. Oral antifungal-
exacerbated inflammatory flare-up reactions of dermatomycosis:
case reports and review of the literature. Am J Clin Dermatol.
2006;7:327-331. [PMID: 17007544].

Magro CM, Schaefer JT, Waldman J, et al. Terbinafine-induced
dermatomyositis: a case report and literature review of drug-
induced dermatomyositis. J Cutan Pathol. 2008;35:74-81. [PMID:
18096000].

White JE, Perkins PJ, Evans EG. Successful 2-week treatment with
terbinafine (Lamisil) for moccasin tinea pedis and tinea manuum.
BrJ Dermatol. 1991;125:260-262. [PMID: 1911319].

Wach F, Stolz W, Hein R, Landthaler M. Severe erythema annulare
centrifugum-like psoriatic drug eruption induced by terbinafine.
Arch Dermatol. 1995;131:960-961. [PMID: 7632075].

Carstens J, Wendelboe P, Sogaard H, Thestrup-Pedersen K. Toxic
epidermal necrolysis and erythema multiforme following therapy
with terbinafine. Acta Derm Venereol. 1994;74:391-392. [PMID:
78176811.

Gupta AK, Lynde CW, Lauzon GJ, et al. Cutaneous adverse effects
associated with terbinafine therapy: 10 case reports and a review
of the literature. Br J Dermatol. 1988;138:529-532. [PMID:
9580815].

McGregor JM, Rustin MH. Terbinafine and erythema multiforme.
BrJ Dermatol. 1994;131:587-588. [PMID: 7947223].

Carducci M, Latini A, Acierno F, et al. Erythema multiforme during
cytomegalovirus infection and oral therapy with terbinafine: a
virus-drug interaction. J Eur Acad Dermatol Venereol. 2004;18:201-
203. [PMID: 15009306].

Todd P, Halpern S, Munro DD. Oral terbinafine and erythema
multiforme. Clin Exp Dermatol. 1995;20:247-248. [PMID: 7671425].
Kumar K, Gill A, Shafei R, Wright JL. A curious case of cholestasis:

Br J Dermatol.



Dermatology Online Journal || Case Report

Volume 26 Number 7| Jul 2020
26(7):4

41.

42.

43.

44,

45.

46.

47.

48.

49.

50.

51.

52.

53.

54,

oral terbinafine associated with cholestatic jaundice and
subsequent erythema nodosum. BMJ Case Rep. 2014;2014:
bcr2014205331. [PMID: 25480138].

Munn SE, Russell Jones R. Terbinafine and fixed drug eruption. Br
J Dermatol. 1995;133:815-816. [PMID: 8555044].

Breuer K, Volker B, Gutzmer R, Kapp A, Werfel T. Facial
pigmentation following therapy with terbinafine. Hautarzt.
2005;56:1056-1059. [PMID: 15657730].

Gupta AK, Porges AJ. Hypersensitivity syndrome reaction to
terbinafine. Australas J Dermatol. 1998;39:171-172. [PMID:
9737044].

Zheng Y, Zhang J, Chen H, Lai W, Maiback HI. Terbinafine-induced
lichenoid drug eruption. Cutan Ocul Toxicol. 2017;36:101-103.
[PMID: 26938740].

Teraki Y, Shiohara T. Spontaneous tolerance to terbinafine-
induced lichenoid drug eruption. Dermatology. 2004;208:81-82.
[PMID: 14730245].

George A, Bhatia A, Kanish B, Williams A. Terbinafine induced
pityriasis rosea-like eruption. Indian J Pharmacol. 2015;47:680-
681. [PMID: 26729964].

Szepietowski JC. Terbinafine exacerbates psoriasis: case report
with a literature review. Acta Dermatovenerol Croat. 2003;11:17-
21.[PMID: 12718791].

Gupta AK, Sibbald RG, Knowles SR, Lynde CW, Shear NH.
Terbinafine therapy may be associated with the development of
psoriasis de novo or its exacerbation: four case reports and a
review of drug-induced psoriasis. J Am Acad Dermatol.
1977,36:858-862. [PMID: 9146568].

Verros CD, Rallis E. The role of terbinafine in induction and /or
exacerbation of psoriasis. Int J Dermatol. 2013;52:1155-1156.
[PMID: 22998455].

Villars WV, Jones TC. Special features of the clinical use of oral
terbinafine in the treatment of fungal diseases. Br J Dermatol.
1992;126(Suppl 39):61-69. [PMID: 1543676].

Champagne C, Ratnavel R, Wong T. Severe Rowell syndrome
associated with oral terbinafine. Clin Exp Dermatol. 2012;37:822-
823. [PMID: 22998546}.

Murad A, Shudell E, Mulligan N. Rowell’s syndrome induced by
terbinafine. BMJ Case Rep. 2015;2015. pii: bcr20154210360. [PMID:
26021384].

Rowell NR, Beck JS, Anderson JR. Lupus erythematosus and
erythema multiforme-like lesions. A syndrome with characteristic
immunological abnormalities. Arch Dermatol. 1963;88:176-180.
[PMID: 14043605].

Zeitouni NG, Funaro D, Cloutier RA, Gagne E, Claveau J. Redefining
Rowell’s syndrome. Br J Dermatol. 2000;142:343-346. [PMID:

55.

56.

57.

58.

59.

60.

61.

62.

63.

64.

65.

66.

67.

10730772].

Villars VV, Jones TC. Special features of the clinical use of oral
terbinafine in the treatment of fungal diseases. Br J Dermatol.
1992;126(Suppl 39):61-69. [PMID: 1543676].

Danielsen AG, Thomsen JS, Svejgaard EL. Severe skin rash in
patients treated with terbinafine. Ugeskr Laeger. 2006;168:3825-
3826.

Terrab Z, El Ouazzani T, Zouhair K, El Kabli H, Lakhdar H.
Terbinafine-induced Strevens-Johnson syndrome  and
aggravation of systemic lupus erythematosus. Ann Dermatol
Venereol. 2006;133:463-466. [PMID: 16760836].

Lorentz K, Booken N, Goerdt S, Goebeler M. Subacute cutaneous
lupus erythematosus induced by terbinafine: case report and
review of literature. J Dtsch Dermatol Ges. 2008;6:823-827. [PMID:
185642091.

Kasperkiewicz M, Anemuller W, Angelova-Fischer |, et al. Subacute
cutaneous lupus erythematosus associated with terbinafine. Clin
Exp Dermatol. 2009;34:e403-e404. [PMID: 19549237].

Michaelis TC, Sontheimer RD, Lowe GC. An update in drug-
induced subacute cutaneous lupus erythematosus. Dermatol
Online J. 2017;23(3). [PMID: 28329511].

Cetkovska P, Pizinger K. Copexisting subacute and systemic lupus
erythematosus after terbinafine administration: successful
treatment with mycophenolate mofetil. Int J Dermatol.
2006;45:320-322. [PMID: 16533240].

Bhari N, Sahni K, Dey T, Sharma VK. Symmetrical drug-related
intertriginous and flexural erythema (Baboon syndrome) induced
by simultaneous exposure to oral and topical terbinafine. Int J
Dermatol. 2017;56:e168-e170. [PMID: 28244137].

Janjua SA, Pastar Z, Iftikhar N, Ammad S. Intertriginous eruption
induced by terbinafine: a review of baboon syndrome. Int J
Dermatol. 2017;56:100-103. [PMID: 27153516].

Cohen PR. Zoledronic acid-associated symmetrical drug-related
intertriginous and flexural exanthema (SDRIFE): report of baboon
syndrome in a woman with recurrent metastatic breast cancer
after receiving zoledronic acid. Dermatol Online J. 2015;21(8).
[PMID: 26437156].

Rzany B, Mockenhaupt M, Gehring W, Schopf E. Stevens-Johnson
syndrome after terbinafine therapy. J Am Acad Dermatol.
1994;30:509. [PMID: 8113475].

White SI, Bowen-Jones D. Toxic epidermal necrolysis induced by
terbinafine in a patient on long-term anti-epileptics. BrJ Dermatol.
1996;134:188-189. [PMID: 8745918].

Kuo S, Sivamani RK. UVB-sensitive solar urticaria possibly
associated with terbinafine. Dermatol Online J. 2014;20(3). [PMID:
24656267].





